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x4 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION g
EACH CEDED uLr % {EACH CORRECTIVE AGTION SHOULD BE COMPLETIO:
P?EER éEGUM?'%FgE;cgsg?ggnﬁF%fc iNlEORm%DN) P?EFG GROSSaREFEREggFElgIEg CT%E APPROFPRIATE DATE
F 2563 | 483.15(h)(2) HOUSEKEEPING & i F 253 )
$5=D | MAINTENANCE SERVIGES m&@m
. £253.
The facility must provide housekeeping and : ) - (Sﬁ
malintenance services necessary to maintain a 1. Resident Specitic - Mo resident b
sanitary, orderly, and comfortable interior. :’;; affected by the deficient
]-:]
2. b) Other residents that may
This REQUIREMENT is not met as evidenced . be affected - all residents have
_'by: ' the potential to ba affected by
. Based on facility policy review, observation, and ' the defident practice
w0y [interview the faciilty falled to maintain the 3. c©) Process/system changes -

o] resident's environment in a clean, sanitary
: condition for 2 semi-private rooms on 2 of 4
hallways observed. .

measures put into place to
avoid recurrence ave revision
of paficy and proceduore for

LR

. . <layificarion, aduration of
1 The findings included: - housekeeping staff relative 1o
e ) " the change in policy and
Review of the facility policy, Housekeeping procedure, and scheduling and
3 Services, revised 4/1/15 revealed .. promote a moRitering by Housekeeping
4 sanitary environment...dust daily to remove _ Piresor © __ |
= particies-from the ait and surfaces in the resident 4. d) Monitoring < compliance :
1 area...clean,,.curtains._ " * with housekeeplng procedures
[ A T will be monitored, by Director
: Observation on 5/24/16 at 8:35 AM, in a of Housekeeping, vi2 a 1005%
semi-private room on the north hall revealed dust sample in the first wesk and,
debris on the covering and blades of a tabletop . thereafter, 25% sample
fan, . weekly ang rotationslly 1o
encempass 300% of roomsin a
interview with the Director of Nursing and the Unit L;",Sff.,’iﬁ'ﬁiﬁriﬂ?t n
Manager on 5/24/16 at 8:45 AM, in the | progressive corrective action
$emi-private room on the north hail confirmed the in accordance with facility
facility failed to maintain a clean tabletap fan for polley ang procedure. The
resident use. deficient practice, corractive
Observation on 5/24/16 at 9:35 AM, in a resident action and monitoring will
room on the East Wing Hallway revealed a
privacy curtain which had a dried brown
substance streak down the curtain hanging .
between the A bed and B bed. :
LABORATORY DIRECTOR'S OR FROVIDER/SUPPLIER REPRESE E'S SIGNATURE TITLE (8) DATE

103, Exenidit Diedse  /10//4

Any deficiency statement ending with an asterisk (*) de 2 deficiency which the institution may ba excused fram cemecling providing i is determined that
other safeguards provide sufficlent protaction o the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nat a pian of correction fs provided. For nursing homes, the above findings and pians of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requistte to continued
program participation. .
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D E:gg‘gg%g;ﬁg %‘?&f‘?ﬁgﬁﬁ"‘ae CoMoN
P?ﬁg“ éEé%’fﬁ%"é?-‘%‘é“éﬁ ?ggnsﬁﬁfg ﬁ%¢%ﬁ) F?iglx céossnergnsncﬁn TO THE APPROPRIATE DArE
DEFICIENCY)
" become & part of Pland
F 263 | Continued From page 1 F 263 remain oc:i've until 50 days
Interview with Housekeeper #1 on 5/24/16 at without deficient practice
11:05 AM, in the resident's room on the Easlted have been demonstrated.
Wing Hallway confirmed the curtain was soi
and should be washed immediately. Campletion Date 07/03/16 R
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F312 Competion
$¢=0 | DEPENDENT RESIDENTS dako
A resident who is unable to camy out activities of 7{'3ﬂtp
daily fiving receives the necessary services to $312~
maintain good nutrition, groorming, and personal
and oral hygiene.
%- Resident Specific -Rasident
#20 was offered shower by
unit ¢coordinator immediately
This REQUIREMENT is not met as svidenced and accepted. Showers and
by: ' nail eara were complated on
Based on review of facility poticy, medica! record 05/24/16,
review, observation and interview, the facility 2. Other nt tha
failed to provide nail care for 1 resident (#20) of oHoman et maybe
40 residenis reviewed. wera audited by the unit
caordinater on 05/24/16 to
The findings included: assure showers and nail care
" were completed as scheduled.
Review of the facility policy, Fingemail Care, - Resldent requesting showers
undated, revealed "...fingemails...cleaned during were accommodated on
hand washing and bath care...nail care includes 95/25/18. .
daily cleaning and regular timmiing..." 3. System/Pracess Changes - The
Unit coordinators review the 7
Medical record review revealed Resident #20 was day look back report for
admitted to the facility on 2/25/14 with diagnoses . bathing documentation. Any
including Diseases of the Lips, Convulsions, , Vesldent lacking bathing
Vascular Dementia with Delusions, Cerebral documentation ars offered
Infarction, and Hemiplegla and Hemiparesis bathing of preference.
following Cerebrovascular Disease. Education is provided to CNAs,
Medical record review of the Quarterly Minimum
Data Set dated 3/16/16 revealed the resident
scored 6 out of 15 on the Brief Interview for
FORM CMS.2567{02-99) Praviaus Vergions Dbeolsle Event (D:503J11 Facility 1D; TN3309 If continuation shaot Page 2 of ¢
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SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION {s)
éﬁ%& '(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFEREStE:.Eg!;ﬁ CT\"{)E APPROPFRIATE
100
F 312 | Continued From page 2 F 312 e Neees o Ui U’"ﬁ’l“g
Mental Status indicating severe cognitive goi:ﬁ?m;‘;:s g 129/16. coct
impairment, and was totally dependent for Audits of documantation by Y3/l
activities of daily living (ADL's) including personal . Unit Conrdinators wil be
hygiene. completed by tUnit
Coaordinators weekly for 4
Observation of Resident #20 on 5/23/18 at 10:45 w;rk;::m :wmhlv for 3
AM, revealed a morbldly obese resident with a months.:
flaccid left arm and a washeloth inside the left 4. Monftosing The unit
hand. Continued observation revealed the right s o on e Tth
, . . - caordinatars will report
hand had long fingarnails with black debris under results of the audits to the
the-hails. Continued observation revealed the Divecter of nursing. The
Resident #20 moving the right hand at will,  director of nursing will submit
. . the results to the quality
Medical record review of the CNA {Certified assurance performance
Nursing Assistant) Daily Assignment North Hall improvement {QAF)
record dated 5/23/16 revealed Resident #20 was commitiea consisting of the
scheduled for a shower on the 3-11 shift. medical director, exeartive
Continued review revealed "“*Nurses must director, and Director of
document refusal of showers in nursing notes nursing and st Jeast 3 other
after staff members monthly. The
verifting [verifying] wi ident, QAP comnittee will review
review rgesealgd r?c]) *h reskisnt™. Futher theresults and ,F deemed
. necessary, additional
d?cur?enhégog 10;’ a shower or reason of s_shower education may be provided,
e u.s.a on ‘ the process evaluated/revised,
3 H - d th d-m Md f
Qbservation and interview with Resident #20 on :"mﬂ::h,ﬁ:m,, ;f,;'% o
5/24/16 at 8:20 AM, in the resident's roorm compliance is achiaved,
revealed dark debris under the nailbeds on the .
right hand and confirmed he did not have a Completion Date 07/08/16
shower on 5/23/16.
Observation and interview with the Director of
Nureing and Unit Manager of the North Hall on
6/24/16 at 8:50 AM, confirmed the facility failed to
pravide essistance with ADL's for personal
hygiene to maintain Resident #20's fingernails in
a clean, neat condition. .
F 333 483.25(m)(2) RESIDENTS FREE OF F 333
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F 333 | Continued From page 3 F 333 {ompletion
$5=D | SIGNIFICANT MED ERRORS ko

The facility must ensure that residents are free of
any significant medication emrors.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, and interview
the facility failed to administer an antibiotic for a
Urinary Tract infection (UTI) for 1 resident #104)
of 37 residents reviewed.

The findings included:

Medical record review revealed Resident #1104
was admitted to the facllity on 1/28/13 and
readmitted on 3/12/16, with diagnoses including
Cerebral Palsy, Hypertension, Tubuto-Interstitial
Nephritis, Encephalopathy, Wrinary Tract
Infection, Streptococeal Infection, Atrial
Fibritlation, Muscle Weakness, Intellectual
Disabilities, Contracture of Hand Joint, Spasm of
Muscle, Abnormal Posture, Acute Embolism and
Thrombosis, and Gastro-Esophageal Reflux,

Medical record review of the annual Minimum
Data Set (MDS) assessment dated 2/5/16,
revealed Resident #104 was always incontinent
of bowel and bladder.

Review of the Physician's Order dated 2/23/1 3
revealed, "Cipro 500 mg [milligram) PO [by
mouth] bid {twice 2 day] x {times] 10 days
..-Indication - Dx [diagnosis] UT! fUrinary Tract
Infection].”

Medical record review of the Medication Record

for February 2016, revesled a blank section on

1. Resfdent specific — Resident # 104
-MD), Dr. Boggess, notifled no nev
orders by Unit Coordinatar on
05/24f16 -Madical directar

' notiffed, Patient’s attending, no
new orders by DON on 05/23/16 -
Head to toe Assessment of
restdent on 05/24/16 by ADON,
Reviewed medleal record and
recapitula_ntlon of her physician
orders on D5/24/1€ by Uinlt
Codedinator « Family natified of
medication error on 05/24/16 by
Unit Coordinater. One o one
educotion with nurse specific
regarding the
admissionfreadmissian physician
order process to indude 2 nurses
to compare the hospital discharge
orders to the admission physician
order sheet and ta compare
physiclan orders to the
MARs/TARS for accurate
transcription, sign the opder next
to the fIrst nurse’s sigmature and
Inftial the MARS next o the firer
nurses inttlals. One on one
education with hurse specific
regarding tha & rights of
medication administration,
including proper documentation
of late entries, patient refusals un
the MAR/TAR,

U3/
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[ EC FLL EACH CORRECTIVE ACTION SHOULD BE SOMPLET!ION
Fﬁgx é%ﬁ’fg%@{%'%‘;‘{g@ lnsguﬁr:fnﬂns ﬁ%k%ﬂok} P?Eg X c;‘aoss—amagggg;g g%EAPFRDPRIATE AR
F 333 | Continued From page 4 F 333 W"mh
2/25/16 at 9:00 AM, indicating the 9:00 AM dose dado
of Cipro had not been administered. 7 ( ?/
L : !
Medical record review of a Progress Note dated "0
3/9/16 at 7:22 AM, revealed "...CNA [certified
nurse aidel...reported...resident had increased
confusion, facial drooping on the right side,
drogling from the right side of her mouth and a
{emperature. _increased difficulty swalfowing
chest congestion and not following commands a5
she usually would... Tylenol suppository given due :
" 2, Other residents that may be
tothe temperature of 101.7.. sffected - 1009 audlt of all MARS
Medical record review of a Physiclan/Prescriber and TARS for May 2016 for any,
Telephone Orders dated 3/9/16, revealed 200% st Iniifated on 05/24/16
“...Transfer to...ER [emergency room} for evat odmission/readmission ordars in
{evaluation] / tx [treatment]...” tha last 30 days for accuracy of
Y ' orders and accuracy of
rgedmai record review of the Hospital Medicine transesiption.
rogress Mote dated 3/11/18, revealed
"...diagnosis UT! [with] recurrent UTH..Sepsis & :mfm";z:';g:e Fiueste
[secondary] to [UTI} or SIRS [Systernic admission/readmission physician
inflammatory Response Syndrome - the body's ordler process to Include 2 nurses
response to an infectious . to compare the hospital discharge
event]...Encephalopathy. .. orders to the admission physiclen
: orders sheet and to compare
Medical record review of a transfer order fram the physidan order 1o tha MAR/TAR
acute care facility dated 3/12/16, revealed for agcurate transeriptlon, sign the
"...Ceftin [antibiotic] 260 mg tablet: 2 by mouth arder next to the first nurse
twice a day for 5 days...discharge signature and initial the MAR next
diagnosis UTIL_*» to the first nurses initis!s - Educats
all licensed nurses on the 6 rights
Medical record review of Discharge instructions of medication administration
dated 3/12/16 at 2:59 PM, revealed "...Ceftin... including proper dacumentatiam
[25G mg tablet]: 2 by mouth twice a day for 5
days...TORB [telephone order read back]
physician signature far facility transfer signed
3/12/15 at 2:55 PM..."
FORM CMS-2567(02:09) Previous Versions Obsslate Event ID:505J51 Facllity 19 TN3309 if continuation shect Page 5 of 9
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(X4) 1o SUMMARY STATEMENT OF DEEICIENGIES D PROVIDER'S PLAN OF CORRECTION prs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS REFERENCED TO THE APPROPRIATE Dare
DEFICIENCY)
of {ate entries, patlent refusals on -
F 333 Continued From page 5 F 333 the MAR/TAR - Educate ADON, C'D'“FM s
Medical record review of the initial Data MDS caordinatars, Unit dode
Collection Tool/Nursing Service dated 3/12/16 at Caordinators and restorative 7 "3{'
B:45 PM, revealed . , .adm'rtlaed from (named Nurse on the new process of the { [P
hospital)...dlagnosis Pyleonephritis t:lrd[:l}e:l; of:Il r.le\:f - |
) . 2 dadmizsionfreadrnission pPhysician |
[I:yelonephritls]...fever...confusron...unresponswe. ordor s of MARS and TARS [
- for aczuraey In the dally momning I
Medical record review of the Physician's Orders ﬁzﬂﬂﬁg O;E:,';:::;;a"
dated March 2016 Re-Admit orders (stamped

MAR review process - 200% audit
of edmissions /readmissions
physlddan order prosess of MaRs
and TARS for accuracy will be
documented daily by the

Original) revealed no order for the Geftin,

Medical record review of the Medication
Administration Record (MAR) dated March 2016

for 311218 thmugh 3/25118 revealed no ADON,MDS Coordinaters, and
documentation the Cefin had been administered. rastorative nurse and resuits will
be reported to tha DON = Initiate
Medical record review of the Vital Signs report on and audit the shift change review
3/21/16 at 11:27 PM revealed "..temperaturs : Process including the MAR/TAR
1014, audit with documentation on
audit toof,
Medical recard review of the Physician/Prescriber 4. Monitoring - The Director of
Telephone Order dated 3122115 revealed Nursing will submit the rasoits of
"...Obtain UA [urinalysis] if (+) [positive for the admission/readmission
bacteria] send for C&S [culture ang sensitivity}.. " Ph\:‘d““ order sudits, and the
. ‘ shift change MAR reviaw pracess
Medical record review of a laboratory test dated audits to the quality
3/25/16 revealed “...Urine culture...Escherichia ;’::;':v';‘;i "i’:;::;";fm »
T one g M = n mittee
Coli..." indicating bacteria present, consisting of the Medical Director,
_ . . . Executive Director, Diractor of
lntgmew with the Director of NUI‘SI!’IQ (DON) and Neusing, Director of Rehabilitation
Unit Manager #2 on 5/24/18 at 10:32 AM, in the :
DON's office confirmed there was a "missed ;
dose" of antibiotic medication on 2/25/18, ;'::Ei :,::iil:c;::;i:fa'
Continued interview confirmed the facility was -

Committes will review the results
and if deamed netessary
additional education may ba

first made aware of the meadicatlon omission
during the survey process, and the Ceftin

(antibiotic medication) ordered on the Discharge provided, the process

Instructions dated 3/12/16 had not been ) evaluated/revised, and/or ihe i

administered to the resident from 3/12/16 1o i
FORM CMS-2567(02-99) Previous Versions Obsoleta Event 1D: 50511 Facility 10: TN3309 If continuation sheet Page 6 of 9.
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The facllity must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

o help prevent the development and transmission

of disease and infection.

(a) Infection Control Program

The facllity must establish an Infection Contral
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as Isolation,
should be applied to an individuat resident, and
(3) Maintains a record of incidents and corrective
actions refated to Infections,

(b) Preventing Spread of Infection

(1) When the infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit ermployees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Fasi-
1.

Resident Specific — No resident
evidenced a negative outcome
from the deficient practtes and
the CN Als) for the resident{s)
noted were ineservicad
immedtatgly. 8y the Unit
Coordinatar, with regard to
hand washing duving meal set
up, on 572416,

Othar residents that may be
affected — AJl resident served
trays in their raooms have the
poteatial to be affected by the
noted deficient practice. .

. The Unit Coordinator

conducted In-servicsy, *
regarding hand washing, on
5/24/16 for licensed and wn- -
licensed staff. Unit
Caordinators will conduct
hand washing
ebservation/audits weekly for

(%4) ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED 10 THE APEROPRIATE DATE
F 333 Continued From page 6 F 333 Oudits reviewed far three months ] m
3/26/16. Continued interview confirmed the e 1002 eompliance I -
fagility's failure to follow the physician's order to 1/3/t
provide the medication resulted in a significant
medication error for Resident #104.
F 441 | 483.65 INFECTION CONTROL, PREVENT 441
$5=D | SPREAD, LINENS

FORM CM5-2567(02-09) Previous Versions Obsoleta
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E PROVIDER'S PLAN OF GORREGTION 1153
;‘-’é‘%‘f,’( {EACSI? ggggmﬁﬂgg };E ’;ggc’:l‘a%sgcéﬁsﬁuu PRIgFIX (EACH CORREGTIVE AGTION SHOLILD BE COMPLETION
TAG * REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESS&EIEE ggﬁ APPROPRIATE DATE
F 441 i o
Continued From page 7 F 441 4 weeks and monthly for 2 dﬁ;tﬂ
Personnel must handle, store, process and months to asture compllance, :
transport linens so as to prevent the spread of . submitting results to the -7/ 3[ {2
infection. Director of Nursing.
4. The Diractor of Nursing will
submit the results of the
audits to the QAP team who
This REQUIREMENT is not met as evidenced will review the results and if
by:, deemed necessary, additional
Based on review of facility policy, observation, education or process agjust
and interview, the facility failed to use proper may be provided. The issue
hand washingmand sanitizing techniques will remaln a forus of QAR
between resident care functions during 2 until 100% compliance ls
observations of 2 areas of 6 dining areas evidenced for 90 contlguous
observed, days.
' Completion Date 7/8/16
The findings included:;
Review of facility policy, Handwashing, undated,
Tevealed "...washing your hands...befora serving
food...touching contaminated items.. "
Observation of Certified Nursing Assistant (CNA)
#1 0n 5/23/16 at 12:46 PM, on the nerth hall
| during lunch service revealed CNA 21 entered a
semi-private room, set lp a resident funch tray,
patted the resident's shoulder, and exited the
raom without washing the hands. Further
observation revealed CNA #1 entered a second
semi-privata room, set up the resident's lunch
tray, pulled his legs over the side of the béd, and
exited the room without washing the hands,
Continued observation revealed the CNA #1
poured a cup of coffee for the next resident,
entered the third resident's room, set up the lunch
tray, and exited the room without washing the
hands. Continued observation fevealed CNA
reentered the room and used hand sanitizer to
disinfect the hands,
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Interview with the CNA#1 on 6/23/16 at 12:50
PM, on the north hall confimed she had not
washed her hands in between providing resident

care stating, *...We wash them after every third
resident,.." .

Observation of CNA#2 on 5/23/16 at 12:40 PM,
outside of a resident's room on the East Wing
haliway revealed CNA#2 donned a pair of gloves,
asslisted with repositioning the resident upin the
bed, removed the tray cover, removed the lids
from 2 beverages, ppened the straw, and inserted
the straw into thé beverage, unrolled the
resident's napkin and eating utensils, cut up the
residents food with the-utensils, opened the sajt
and pepper packages and layed them on the tray
for the resident to use. Continued observation
revealed CNA#2 removed her gloves and
sanitized the hands.

Interview with CNA#2 on 5/23/16 at 12:40 PM, on
the East Wing hallway confirmed "...should have
taken off the gloves and washed my hands before
setting up the tray__"

Interview with the Director of Nursing on 5/23/16
at 12:65 PM, confirmed the facility failed to
petform hand hygiene in between resident care
according the facility's policy.
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